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Child maltreatment remains a grave problem that plagues many families in our
society. Indeed, in 2003, of the 3,353,000 children who were subjects of a child
maltreatment investigation or assessment, 906,000 children were found to be victims of
some form of child maltreatment. Specifically, 60.9% were victims of neglect, 18.9%
were victims of physical abuse, 9.9% were victims of sexual abuse, 4.9% were victims of
emotional or psychological abuse, and 2.3% were victims of medical neglect (U.S.
Department of Health and Human Services, Administration on Children, Youth and
Families, 2005). Often the perpetrator is someone the child knows, usually an individual
responsible for caring for and supervising the child. In 2003, more than 80% of
maltreated children were abused by at least one parent, with mothers acting alone with
40.8% of the child victims, fathers acting alone with 18.8% of the child victims, and
mothers and fathers acting together with 16.9% of the child victims. Only 13.4% of the
total child victims were abused by a non-parental perpetrator (U.S. Department of Health
and Human Services, Administration on Children, Youth and Families, 2005). These
statistics suggest that the majority of child maltreatment cases reside in the family
system, a relationship in which the child should feel the safest.
In many child maltreatment cases, judges issue court orders based on Child
Protective Services worker recommendations. Court orders may include substance abuse
treatment, mental health counseling, parenting classes, or placement of children with
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relatives (Rittner & Dozier, 2000). Most often, maltreated children are initially taken out
of the abusive environment and placed into legal care by a child protection agency.
Types of legal care that children may be placed into following an abuse or neglect report
include kinship foster care, when the child is placed with relatives, non-relative foster
care, when the child is placed with non-relative caretakers, or other group care (Hurlburt
et al., 2004). In order to protect the child’s best interests, the court often requires the
parental perpetrators to seek therapeutic services as a requirement for reunification
(Butler, Radia, & Magnatta, 1994). Furthermore, Hurlburt et al. (2004) suggested the
importance of appropriate and timely mental health services for families in order to
reduce long-term, negative consequences for children in the child welfare system and
placement instability for those children removed from their homes after an allegation of
abuse or neglect. Consequently, a court or social service agency frequently mandates
maltreating families to attend family therapy sessions for the purposes of addressing and
resolving the problem of child abuse or neglect within the home (Dinkmeyer, White, &
Bosley, 1999).
Family therapy has led to successful outcomes for parent, child, and parent-child
interactions in child abuse and neglect populations (Borrego, Urquiza, Rasmussen, &
Zebell, 1999; Chaffin et al., 2004; Dombrowski, Timmer, Blacker, & Urquiza, 2005;
Gershater-Molko, Lutzker, & Wesch, 2003; James & Mennen, 2001). For example,
Parent-Child Interaction Therapy (PCIT) has been proposed as an effective family
therapy intervention for the child physical abuse population (Herschell & McNeil, 2005),
particularly in reducing the number of re-reports of physical abuse among abusive parents
and their children (Chaffin et al., 2004). Borrego et al. (1999) found that PCIT succeeded
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in reducing child behavior problems, parental stress, and increasing positive parent-child
interactions. Other family therapy interventions employed with families who have
experienced or are at-risk for abuse show improvement in parenting skills. Examples of
effective family therapy interventions include the use of praise, behavioral descriptions,
verbal reflections, parental knowledge of child health care, and increased home safety
(Dombrowski et al., 2005; Gershater-Molko et al., 2003).
In summary, child abuse and neglect is a serious problem for many families as the
majority of maltreatment cases occur among parents and their children. Children who are
abused or neglected are frequently removed from the abusive environment to ensure their
safety while their parents are mandated to receive mental health services. Hence,
maltreating families are often referred to family therapy in order to improve the family
relationship prior to reunification.
Problem Statement
Family treatment is shown to be an effective family therapy approach for both
parents and children by reducing child behavior problems, increasing positive parent-
child interactions, improving parenting skills, and reducing re-reports of physical abuse
(Borrego et al., 1999; Chaffin et al., 2004; Dombrowski et al., 2005; Gershater-Molko et
al., 2003). However, maltreating parents who wish to be reunited with their children
frequently discontinue family therapy prematurely or fail to comply with mandated
mental health counseling (Gershater-Molko et al., 2003; Rivara, 1985). Lau and Weisz
(2003) found that children accompanied to family treatment by a maltreating parent were
almost three times more likely to prematurely terminate than families who did not have a
history of maltreatment. Furthermore, maltreated children accompanied to family
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treatment by a non-perpetrating parent are also likely to end treatment early compared to
non-maltreated children. Previous researchers propose that while maltreatment alone is
associated with premature termination of family therapy, children who attend family
therapy with their maltreating parent are significantly more at-risk for ending therapy
early and without the support of the therapist. Consequently, those who drop out of
therapy may not receive all the benefits that therapy has to offer (Ogrodniczuk, Joyce, &
Piper, 2005). Thus, they decrease their chances of improving the parent-child
relationship and terminating abusive behaviors.
Rittner and Dozier (2000) examined the outcome of 202 mothers under court
order for substance abuse and mental health treatment whose children were placed into
kinship foster care under supervision by Child Protective Services (CPS). Based on court
reports made by CPS workers, an indication of “good,” “fair,” or “poor” showed level of
compliance with “good” meaning attended at least 50% of scheduled meetings, “fair”
meaning attended at least 50% of meanings but tested positive for substances, and “poor”
was given to those mothers who made no effort to obtain treatment or refused treatment,
tested positive for substances, or who had a drug-exposed newborn. At the end of the
first six months of treatment, 48% were deemed noncompliant (“poor”), and 52% were
making efforts to comply with the mandated treatment (“good”). Of the 48% of mothers
who were deemed noncompliant, 11.9% showed partial compliance. At the end of the
second six months of treatment, the number of compliant mothers decreased to 39.2%,
and the number of noncompliant mothers increased to 49.2%. The level of compliance
for fathers in this study was found to be comparable to that of mothers. As time passed,
maltreating parents were more likely to not follow through with their treatment, which
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often held consequences for them in terms of reunification with their children. Other
researchers found that less compliant mothers are more likely to lose custody of their
children (Atkinson & Butler, 1996). Therefore, if parents do not succeed in meeting the
requirements of the court system or social service agency, then their children remain in
another’s custody.
Despite their desire for reunification, maltreating parents often discontinue family
therapy before their treatment goals are met, which may suggest that there are factors that
contribute to the difficulty of complying with mental health counseling. Factors that
parents perceive as barriers to seeking help for their family and of which are still present
throughout therapy may ultimately affect clients’ ability to stay engaged in the therapy
process. McCabe (2002) found that Mexican American parents of children receiving
outpatient psychotherapy who reported more perceived barriers to treatment were more
likely to terminate therapy prematurely. Moreover, clients who drop out of therapy show
a significantly greater number of barriers than those who complete therapy, suggesting
that certain factors are keeping them from being successful in treatment (Kazdin,
Holland, & Crowley, 1997). Specifically in cases of child maltreatment, noncompliant
mothers often change residences, lead transient lifestyles, abuse alcohol and drugs,
experience episodes of spousal violence, engage in criminal behaviors, and are younger
and more disadvantaged, which could be examples of factors that affect therapy outcome
(Butler et al., 1994). While maltreating parents may perceive aspects of their own lives
as factors that affect whether or not they complete therapy, Reis and Brown (1999)
suggested that numerous client, therapist, and administrative factors may be related to
psychotherapy dropouts.
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Although a considerable amount of literature has documented the problem of
premature termination in marriage and family therapy (Allgood & Crane, 1991; Bischoff
& Sprenkle, 1993; Wang et al., 2006; Williams, Ketring, & Salts, 2005), there is a
paucity of literature related to the child abuse population specifically that examines how
client factors, often described in literature as barriers, may be associated with dropout in
family therapy. By becoming aware of the factors that affect therapy dropout for
maltreating families, clinicians may gain a better understanding of what influences their
clients’ choice to drop out of therapy before their goals are met. These answers may also
aid clinicians in developing ways that they can help to reduce some of the constraints that
families face when trying to stay engaged in therapy.
Theoretical Framework
Even though family therapy has been shown to be a successful treatment approach
to maltreating families, these families tend to drop out of therapy before their goals are
met, which suggests that something may be keeping them from completing therapy.
Using general systems theory as a theoretical framework, this paper intends to examine
the problem of premature termination in the child abuse and neglect population.
Furthermore, this paper proposes general systems theory as a theoretical framework that
will help to explain how client factors are related to dropout specific to these families.
General Systems Theory
General systems theory is used to explain the behavior of complex systems, like
families, by looking at how components of the system are interrelated. The four major
assumptions of general systems theory are (1) all parts of the system are interconnected,
(2) systems must be understood as wholes, (3) all systems affect their environment, and
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the environment affects all systems, and (4) systems are not reality, but a way of knowing
(White & Klein, 2002). Key concepts of general systems theory include system,
subsystem, hierarchy, boundaries, and feedback loops (Whitchurch & Constantine, 1993;
White & Klein, 2002).
Systems, subsystems, and hierarchy. Systems are sets of interrelationships or sets
of components that affect their environment. Systems can interact, grow, and change
with their environment. For example, a family is a system composed of individual family
members who “operate through transactional patterns” that “regulate family members’
behavior” (Minuchin, 1974, p.51). Minuchin (1974) postulated that family systems
contain subsystems that include individual members or dyads based upon generation, sex,
interest, or function. Each member of the family system may participate in multiple
subsystems. Examples of family subsystems are listed as follows: spouse subsystem,
parental subsystem, and sibling subsystem. The spouse subsystem forms when two
individuals, such as a husband and wife, unite with the purpose of developing a family.
The parental subsystem contains the two members of the spouse subsystem, but they
must now attend to the growth of their child without losing the mutual support gained
from each other before the introduction of children into their family. Finally, the sibling
subsystem contains the children in the family system. The siblings in the family first
learn to socialize through their interactions with each other. Another example of a
subsystem is the parent-child subsystem. The subsystems within the family are delegated
into hierarchical layers such that some subsystems have more power than other
subsystems (Minuchin, 1794; Whitchurch & Constantine, 1993; White & Klein, 2002).
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For example, the sibling subsystem comes lower in the hierarchy than the parental
subsystem, so the parents will have more authority over their children.
Boundaries. Systems also have boundaries that create a border between the
system or subsystem and the environment that affect the flow of information between the
system or the subsystem and the system’s environment (White & Klein, 2002). Minuchin
(1974) suggested that boundaries can be classified into three main types: rigid, clear, or
diffuse. These boundaries are used to indicate who participates in the family system and
how they participate.
A rigid boundary in a family system contains members that function separately
but lack belonging or group cohesion. In families with rigid boundaries, communication
between family members becomes difficult and may lead to the extreme of
disengagement. In addition, a rigid boundary could separate the family system from the
outside world. For instance, a rigid boundary surrounding the family system may make
seeking therapy and even opening up to a therapist more difficult than family systems
with clear or diffuse boundaries. Because a rigid boundary affects the ease of
communication between other systems, such as a mental health or social service agency,
families with rigid boundaries may perceive more barriers to staying engaged in therapy
services than other families. Those barriers that are still present during the therapy
process may ultimately affect the families’ outcome in therapy. Specifically, families
who have institution involvement by a social service agency for child abuse may become
overwhelmed with input from the agency and develop a rigid boundary by shutting
everyone out of their lives.
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On the other hand, families that have diffuse boundaries tend towards decreased
distancing and increased communication and concern among family members that may
take away from each member’s personal autonomy. Taken to the extreme, diffuse
boundaries can be considered enmeshment in a family (Minuchin, 1974). Like rigid
boundaries, diffuse boundaries can affect the flow of information from the family system
to the outside world, as well. For example, families who have institution involvement for
child abuse and who have diffuse boundaries may also become overwhelmed with input
from the social service agency, but instead of shutting down like a family with rigid
boundaries, they do not know what to do with the information and often seek help from
anyone they can.
Clear boundaries are considered ideal for optimal family functioning. Clear
boundaries allow for contact between members of the subsystem as well as outside of the
family system such that there is cohesion in the family. Clear boundaries also allow for
autonomy of family members without causing disruption to the family system (Minuchin,
1974). A family system with clear boundaries might deal with involvement from a social
service agency by taking in the input from the agency, identifying their options for
improving their situation, and seeking help from a therapist or even from the social
service agency.
Lastly, the developmental life cycle of the family may affect boundaries. For
instance, parents may employ a more rigid boundary when their children are young to
ensure protection and control by means of family rules and limit-setting. In contrast, an
adolescent may need a more diffuse boundary to account for the adolescent’s growing
independence and right to autonomy (Minuchin, 1974).
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Positive and negative feedback loops. Feedback is defined as “information about
a system’s performance that comes to the system from outside” (Montgomery & Fewer,
1988, p. 183). This kind of information can often be found in the form of feedback loops.
Positive and negative feedback loops occur in systems and are error-activated, meaning
that they are activated by something different than what was expected by the system.
These feedback loops always begin with a perturbation, which is some change in the
system that is felt by the system’s members and interpreted in some way. The system
may respond to the interpretation of the change in two ways: a negative feedback loop or
a positive feedback loop (Montgomery & Fewer, 1988). In simpler terms, the family
system receives information called an input (perturbation), makes sense of the input in
some way, and then acts upon the interpretation of the input by providing an output of
behaviors that either restores the system to the original state (negative feedback loop) or
allows for change and growth within the system (positive feedback loop).
A negative feedback loop works to restore equilibrium, or homeostasis, to the
system, such that the perturbation in the system is minimized, and the system’s
organization is not affected. More specifically, Speer (1970) indicated that when the
perturbation occurs, behaviors are elicited within the family system to aid in maintaining
the system’s original functioning, of which he refers to as morphostasis. Thus, a negative
feedback loop is enacted when the input is not expected and not wanted by the members
of the family system. Within the parent-child relationship, an example of a negative
feedback loop may transpire if a child throws a temper tantrum in order to get a toy from
the store. The parent, who is embarrassed about the tantrum, gives in to the misbehavior
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by purchasing the toy, so the child will calm down. Therefore, the child learns that
misbehavior will get him what he wants.
The positive feedback loop also begins with a perturbation, or deviation, that the
family system interprets in some way. In contrast to a negative feedback loop, a positive
feedback loop is deviation-amplifying and acts to produce more variation in the system
behavior by tending towards organizational change (Montgomery & Fewer, 1988;
Whitchurch & Constantine, 1993; White & Klein, 2002). Speer (1970) suggested that
positive feedback loops increase the difference between the new information or behavior
and the family system’s original standards rather than decreasing the differences, which
is the goal of negative feedback loops. Furthermore, positive feedback loops are
considered to be system-enhancing as well as helping to increase the viability of the
family system. Thus, positive feedback loops help to create growth within a system, also
referred to as morphogenesis, that may involve changes in relationship interactions,
values, rules, and structural changes (Speer, 1970). An example of a positive feedback
loop often occurs among parents and their adolescent children. The adolescent’s curfew
is 11 p.m. on the weekends, but the senior in high school has recently been missing her
curfew by 30 minutes. The parents consider the breach of curfew and decide to extend
the adolescent’s curfew to 11:30 to account for their child’s growing independence and
signs of responsibility. The parents’ reaction to the perturbation (the adolescent missing
her curfew) led to a structural change within their household.
Maltreating families who are involved with institutions, such as social service
agencies, may also respond to input with a negative or positive feedback loop. If abuse
has occurred, the maltreated child is taken from the home, and the system receives input
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from the agency about the requirements for reunification. A negative feedback loop
occurs when the family perceives the requirements as controlling or overwhelming and
chooses not to complete the requirements for regaining custody of the child. Therefore,
they do not regain custody of the child, and the parent-child relationship does not
improve. On the other hand, the family may interpret the input they receive from the
social service agency as a need for change and a better relationship with their children.
Consequently, they choose to complete the necessary requirements for reunification with
the intent of reunifying with their child, which is a positive feedback loop.
Summary. In summary, general systems theory is helpful in understanding the
relational dynamics of a family system. This study will utilize key concepts, such as
system, subsystem, hierarchy, boundaries, and positive and negative feedback loops, to
better understand the systemic interactions of maltreating parents and their children who
have institutions involved in their lives. General systems theory concepts will also be
used to more fully understand factors that affect dropout for maltreating families in
family therapy.
Purpose
Barriers to help-seeking can keep clients from attending therapy to achieve their
goals. However, achieving therapy goals still remains a struggle for some clients whose
barriers are still present in their lives, even after they have been attending therapy
sessions. Many maltreating families are required by a court or social service agency to
attend family therapy sessions in order to regain custody of their children following an
allegation of child abuse or neglect (Butler et al., 1994; Dinkmeyer et al., 1999). Despite
their desire for reunification, many families who have institutions involved in their lives
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for abuse and neglect seem to drop out of therapy before their goals are met, which
indicates that certain factors may influence their choice to end therapy prematurely.
The purpose of this study is to identify and describe factors associated with
therapy dropout by families with institutions involved in their lives for child abuse and
neglect. Therefore, the current study will address the following research questions: (1)
What factors keep families with institution involvement for child abuse and neglect from
completing therapy? and (2) Are families with institution involvement more likely to
prematurely terminate therapy than families without institution involvement? This study
will test the following hypotheses:
H1. Families with institution involvement for child abuse and neglect will display
significantly more of the client factors identified in literature as barriers than families
who do not have institution involvement.
H2. Families with institution involvement for child abuse and neglect are more
likely to drop out of therapy than families without institution involvement.
Answering these questions will prove beneficial to clinicians who work with this
vulnerable population as well as the social service agencies who refer them for services.
An awareness of the specific client factors that affect therapy dropout for maltreating
families may help clinicians and social service agencies to gain a better understanding of
what keeps these clients from staying engaged in their treatment, improving the parent-
child relationship, and ultimately regaining custody of their children. By being cognizant
of these factors, clinicians and others who work with these families may develop ways to
reduce some of the constraints that maltreating families face, so these families can stay
engaged in therapy and are able to achieve their goals. Ultimately, the present study
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seeks to expand the current knowledge base of dropout research for maltreating families




Premature termination from family therapy has been shown to be a problem for
many maltreating families (Gershater-Molko et al., 2003; Lau and Weisz, 2003; Rittner
& Dozier, 2000; Rivara, 1985). Moreover, many of these families drop out before
completing their goals for therapy, so they may not be acquiring the skills and resources
they need to care for their children and of which are required for them to regain custody
of their children (Ogrodniczuk et al., 2005). Research has shown that clients’ perceptions
of barriers to engagement in therapy may be affecting their ability to successfully
complete therapy, so they can make the much needed changes in their lives (Kazdin et al.,
1997; McCabe, 2002; Reis & Brown, 1999). Barriers to therapy that are still present in
client’s lives after beginning therapy services may eventually affect their chances of a
successful outcome in therapy.
Client Factors
Previous research has identified a number of client, therapist, and institutional
barriers to therapy and factors that affect therapy dropout (Cunningham & Henggeler,
1999; Dinkmeyer et al., 1999; Grevious, 1985; Johnson, Harrison, Burnett, & Emerson,
2003; Kazdin et al., 1997; Shor, 1998; Spoth, Redmond, Hockaday, & Shin, 1996).
Using smaller sub-groupings of these factors may make more explicit the influences they
have on client success in therapy. Client factors that may affect dropout include client
resources, client beliefs, family characteristics, and family influences.
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Client Resources
Socioeconomic status (SES), age, marital status, culture, level of education, and
health status have been shown to be factors associated with therapy dropout (Bischoff &
Sprenkle, 1993; Dinkmeyer et al., 1999; Kazdin et al., 1997). Clients who drop out of
therapy are more likely to be of lower SES, lack financial resources in the nuclear or
extended family, be from a minority group, be younger, report health problems, and be a
single parent (Bischoff & Sprenkle, 1993; Dinkmeyer et al., 1999; Kazdin et al., 1997).
Additionally, therapy dropouts tend to live further from the clinic and earn less than
$10,000 a year (Frankel & Simmons, 1992; Williams et al., 2005). Consistent with
research, the effects of poverty and low income have been endorsed by parents as barriers
to seeking help. Not surprisingly, low SES families are more likely to report financial
concerns related to treatment engagement than higher SES families (Bussing, Zima,
Gary, & Garvan, 2003). Cost of services has been shown to affect engagement in therapy
such that engagement may be affected if the client perceives the services as costing too
much (Johnson et al., 2003; Kissane, 2003).
Physical and mental health problems have also been identified as factors that
affect therapy dropout. A study investigating therapy outcome among chronically
depressed patients found that clients with a comorbid anxiety disorder were more likely
to drop out of therapy prematurely when compared to those clients that completed
therapy (Arnow et al., 2007). Other researchers have documented the effects of physical
health problems, including lack of exercise, smoking use, and psychiatric comorbidity, on
treatment attrition (Clark, Niaura, King, & Pera, 1996).
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When examining factors relating to children, younger, maltreated children are less
likely to obtain mental health services than older children (Hurlburt et al., 2004) while
parental recognition of child behavior problems increases as children age, which may
increase the chances of seeking help (Bussing et al., 2003). Other research has not shown
age to be a significant contributor to therapy dropout among families (Shapiro, 1974). In
addition, children who are placed into care outside of the home, such as nonrelative foster
care or group care, are also more likely to receive mental health services, which suggests
that there may be barriers to service use when children remain in their homes (Hurlburt et
al., 2004). Gender, however, has not been shown to be a factor contributing to therapy
dropout (Shapiro, 1974).
Level of education has been shown to be a factor related to dropout in family
therapy. In a study of Mexican-American children and their parents in outpatient
therapy, parents with higher levels of education were less likely to terminate prematurely
from therapy. Conversely, parents with lower levels of education were more likely to
terminate prematurely (McCabe, 2002).
Lastly, research has shown ethnicity, particularly minority status, to predict early
termination among families. In their research on treatment attrition among Caucasian
and African American families attending outpatient treatment for externalizing problems,
Kazdin, Stolar, and Marciano (1995) found a higher rate of dropout among African
American families than White families. They found that the African American families
in this study had a lower SES and family income than their Caucasian counterparts.
Among the African American families, they also found a higher percentage of single
parent families as well as children living with a non-biological caregiver.
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Culture and religion play an important role in families. They can be involved
directly or indirectly in many decisions made throughout a person’s life, including the
decision to seek and remain engaged in therapeutic services. How problems are
described, whether they choose to seek help, and who they choose to seek help from is
often determined by clients’ cultural beliefs and values (Cauce et al., 2002). Religion and
culture can be characterized as another factor that influences engagement in family
therapy for many people if there is conflict between religious and/or cultural beliefs and
treatment goals (Peterson, Gable, Doyle, & Ewigman, 1997). Culture and religion affect
not only the way clients perceive situations of child maltreatment but also their
willingness to involve others in situations of child abuse and neglect; some prefer to not
involve anyone outside of the nuclear family, some prefer to involve their religious
leader, and others prefer to involve people outside the religious community, such as
social workers or policemen (Shor, 1998).
Client Beliefs
In order to stay engaged in therapy, clients must first believe that they need help.
Researchers have found that one of the most common perceived parental barriers was no
perceived need for help (Bussing et al., 2003). No perceived need for help for family
problems can affect therapy dropout. Parents who believe that their children’s emotional
or behavioral problems should be dealt with at home using increased discipline methods,
rather than family therapy, are more likely to terminate family therapy prematurely
(McCabe, 2002). The need for help may change over time, as well. The client may
perceive that the problem has improved and help is no longer needed, which greatly
influences their future engagement in therapy (Wang et al., 2006).
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In addition, having a positive attitude towards seeking help was found to be
associated with seeking professional help and remaining engaged during the therapy
process (Mojtabai, Olfson, & Mechanic, 2002). Client attitudes regarding therapy
influence their decision to seek help not only for themselves but for their family, as well.
The impact of stigma may greatly influence a client’s choice to attend therapy. Stigma
related to therapy has been shown to be a perceived barrier for parents, particularly for
parents of girls (Kissane, 2003). Negative expectations of the therapy process have also
been shown to be a common perceived barrier, particularly for African American parents
(Bussing et al., 2003). These results suggest that perceived stigma or negative
expectations of therapy may keep parents from seeking help for their children.
Other client beliefs have been shown to affect client success in therapy. A lack of
confidence, low self- and academic-esteem, a need for encouragement, personal
problems, low empowerment, poor self-efficacy expectations, and a history of
interpersonal ineffectiveness often dishearten clients and affect their feelings of capability
for change (Cunningham & Henggeler, 1999; Johnson et al., 2003). Parents who drop
out of therapy also tend to display characteristics of helplessness and negativity (Frankel
& Simmons, 1992).
Family Characteristics
Certain family characteristics often are seen as factors that affect successful
completion of therapy. A change in the structure of the family through separation,
divorce, remarriage, or death can hinder a family’s ability to complete therapy
successfully (Dinkmeyer et al., 1999). Client dropout was found to be associated with
parent-child relationship factors like harsh child-rearing practices, low parental bonding
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with the child, inaccurate developmental expectations of the child, few tender feelings for
the child, and child behavior problems (Cunningham & Henggeler, 1999; Kazdin et al.,
1997; Peterson et al., 1997; Timmer et al., 2005). The number of children in the family
has been found to be a predictor of therapy dropout, even suggesting that the more
children in a family, the more likely a family member is to report a lack of cooperation
from family members as a reason to not attend therapy (Allgood and Crane, 1991; Wang
et al., 2006). 
Family Influences
Influences from family members, such as willingness to attend family therapy
sessions, also affect successful therapy outcomes. Family concerns about confidentiality
will hinder therapy if clients are unsure about what information will be available to those
outside of the therapy session (Grevious, 1985). Lack of cooperation from family
members to attend therapy has also been shown to influence engagement in therapy
(Wang et al., 2006). Clients report that their partner’s desire to participate in therapy
affects the decision to complete therapy. Fathers’ lack of involvement in treatment has
been found to be a client variable associated with therapy dropout (Bischoff & Sprenkle,
1993). Fathers were important in the decision to attend therapy as they were more likely
to decline treatment participation than mothers (Spoth et al., 1996).
Summary
A multitude of client-related factors have been shown to affect successful
completion of therapy. These client-related factors include client resources, client
beliefs, family characteristics, and family influences. Using general systems theory as a
theoretical framework, client-related factors, often referred to in the literature as barriers
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to therapy, may be better understood using the concepts of boundaries and negative
feedback loops.
First, client-related factors may be understood when explained using the concept
of boundaries. Characteristics specific to the client can contribute to the boundaries
surrounding the system or subsystems such that some characteristics may contribute to a
rigid boundary, some may contribute to a clear boundary, and some may contribute to a
diffuse boundary. Rigid boundaries surrounding the family system and between family
members may be particularly important in understanding therapy dropout. This type of
boundary may affect the therapist’s ability to provide effective family treatment. One
factor that could particularly affect the development of rigid boundaries is influence from
family members, such as family loyalty, willingness to participate in treatment, or
cultural/religious beliefs about seeking treatment for family problems. Some families
may choose to not seek help from a therapist because working on family problems
outside the family system is prohibited or considered disloyal. Furthermore, some
cultures and religions may not believe in seeking help from mental health professionals,
particularly if there are family problems (Cauce et al., 2002; Peterson et al., 1997). In
this case, there is a rigid boundary surrounding the family system that does not allow for
much integration between dealing with problems within and outside of the family system.
At the same time, a rigid boundary surrounding the family can allow for a more diffuse
boundary between subsystems as they seek help from family members or from a religious
leader.
Rigid boundaries between family members may also affect therapy dropout. For
instance, a rigid boundary between family members may exist if one person in the
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parental subsystem does not agree to participate in therapy or if the client does not
perceive a need for help. Therefore, if families believe that they are unable to remain
engaged in therapy because of beliefs that seeking help is prohibited or disloyal to the
family, a rigid boundary may lead to increased distancing from treatment and a lack of
cohesion and communication between client and therapist.
In addition, client-related barriers to therapy may be further explained using the
concept of feedback loops. A negative feedback loop may explain the process of child
maltreatment and noncompliance in therapy. A report of child maltreatment within a
family system may be followed by a court order for the family system to receive therapy
and possible placement of the child into another’s care, which is a perturbation in the
system that is intended to achieve morphogenesis. The family system may perceive
barriers, which include client resources, client beliefs, family characteristics, and family
influences, that influence their engagement in therapy. The family system then reacts to
the perceived client-related barriers in ways that seek to maintain morphostasis, such as
choosing to drop out from therapy and not complying with the courts’ requirements for
reunification. Therefore, when the family system chooses to drop out from therapy, the
chances of recidivism may be much greater compared to those families who gain more
effective parenting skills via the therapy process.
In summary, the use of the general systems theory concepts of boundaries and
negative feedback loops may better explain how client-related factors, such as client
resources, client beliefs, family characteristics, family influences, may be perceived as
barriers to receiving therapeutic services by clients and their families. The concepts also
aid in the understanding of the relationship between client factors and therapy dropout.
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Therapist Factors
A number of client-related factors have been noted to affect therapy dropout.
However, research should not overlook the potential impact of the therapist on dropout.
Dropout from family therapy can also be affected by factors associated with the therapist.
These factors include therapist characteristics, therapist competence, the therapeutic
alliance, and congruence between the therapist and the client.
Therapist Characteristics
Therapist characteristics, such as gender and race, have been shown to influence
therapy retention (Bischoff & Sprenkle, 1993). Specifically in a study of marital therapy
dropouts, having a male intake clinician was associated with dropout in marital therapy,
particularly if the clinician was inexperienced in therapy. The authors suggest that
inexperienced, male clinicians may take longer to develop therapy skills required to meet
the needs of married couples seeking therapy (Allgood & Crane, 1991). Matching gender
between therapist and client was also found to be associated with premature termination,
particularly among African American females and Caucasian males (Williams et al.,
2005).
Race of the therapist may affect therapy dropout. Researchers have suggested
that mental health agencies “who represent the ‘majority’ may lack the cultural
competence necessary for effective outreach and service provision,” which may affect
clients’ decisions to stay engaged in treatment (Cauce et al., 2002, p. 50). Furthermore, a
lack of understanding and appreciation for the client’s cultural values has been found to
be a common therapist barrier (Cunningham & Henggeler, 1999). McCabe (2002) found
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that clients who were ethnically matched with the therapist were less likely to drop out of
therapy.
Therapist Competence
The amount of clinical experience and clients’ perceptions of therapist
competence have been shown to influence retention in therapy (Bischoff & Sprenkle,
1993; Cunningham & Henggeler, 1999; Dyck, Joyce, & Azim, 1984). In one study,
clients considered “continuers,” having attended therapy for five or more sessions and
who had a mutual agreement with the therapist regarding termination, rated their
therapists as considerably more competent, knowledgeable, understanding, sensitive,
accepting, and good listeners when compared with those who terminated therapy, early or
late, and without mutual agreement of their therapist. When compared to early
terminators, late terminators, those who terminated therapy after five or more sessions
and without the mutual agreement of their therapist, echoed the continuers perceptions of
their therapist as understanding and interested in helping them (Dyck et al., 1984).
Therapeutic Alliance
Since therapy is an interactive process, one could make the assumption that the
interaction between the therapist and the client plays an important role in understanding
why clients choose to continue or prematurely terminate therapy. The alliance between
the therapist and his or her clients is particularly powerful in helping clients to stay
engaged in their treatment. Bischoff and Sprenkle (1993) found that engaging in highly
active behaviors, such as joining with clients, has been shown to greatly decrease client
dropout. Other components that lead to a strong therapeutic alliance are strong emotional
connections between the therapist and the family members, confidence in the therapist’s
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abilities, and agreement between the therapist and family members on therapy goals.
Conversely, factors that lead to a weak therapy alliance include disagreement over
therapy goals and the perception of therapists, in general, as mistrusting (Beck,
Friedlander, & Escudero, 2006).
Furthermore, in a study of families dealing with child abuse and neglect,
therapeutic alliance was found to be associated with therapy outcome in a number of
ways. Agreement between clients and therapist on therapy goals was found to be an
important aspect of the therapeutic alliance. In addition, feelings of trust, respect, and
caring were found to be a moderator of posttreatment levels of violence. Specifically,
family therapy with maltreating families who reported higher levels of violence
pretreatment necessitated a trusting relationship with their therapist to begin making the
changes toward a healthier family relationship (Johnson & Ketring, 2006). Thus, these
research findings suggest that if clients, particularly maltreating families, do not feel an
emotional connection with their therapist, the therapeutic alliance may be harmed, which
could greatly increase the chances of premature termination from family therapy.
Congruence of Therapist and Client Perspectives
Agreement between therapist and client can influence the amount of engagement
clients are willing to put into family therapy (Cunningham & Henggeler, 1999).
Researchers have found that when therapists and clients have differing views about the
problem, treatment goals, or strategies for overcoming the problem, therapist and client
frustration and client dropout are more likely to occur (Cunningham & Henggeler, 1999).
Reluctance to be videotaped, beliefs that the treatment is not very relevant, and a history
of conflict with other mental health providers or social service agencies are common
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barriers and factors related to therapy dropout (Cunningham & Henggeler, 1999; Johnson
et al., 2003; Kazdin et al., 1997; Spoth et al., 1996).
Treatment acceptability, or “the extent to which consumers of treatment (e.g.,
children, adolescents, parents, and mental health professionals) view the treatment as
reasonable, justified, fair, and palatable,” has been shown to be related to perceived
barriers to treatment (Kazdin, 2000, p.158). Perceived barriers have been shown to
predict parent and child evaluations of treatment acceptability. Specifically, clients who
report more barriers view treatment as less acceptable than clients who report fewer
barriers but receive the same treatment.
Therapist reactions to the types of problems that clients bring to therapy have
been found to impede engagement. Blaming clients for their problems, having negative
perceptions, and showing disgust for certain types of behavior, like sexual and physical
abuse, have been shown to affect the therapist’s ability to maintain engagement in
therapy among family members and the perpetrator (Cunningham & Henggeler, 1999;
Grevious, 1985). In fact, clients whose therapists feel positive regard towards them are
more likely to continue in treatment as opposed to clients whose therapists feel less
positive regard towards them. Clients whose therapists feel less positive regard are more
likely to terminate prematurely (Shapiro, 1974). Furthermore, even therapists’
perceptions of their clients’ prognosis influenced continuation or dropout of therapy.
Predictions of discontinuation or a less hopeful prognosis were found to be associated
with therapy dropout (Bischoff & Sprenkle, 1993; Shapiro, 1974) while clients whose




In summary, factors associated with the therapist, such as therapist
characteristics, therapist competence, the quality of the therapeutic alliance, and
congruence between the perspectives of the client and therapist have been shown to affect
therapy dropout. Gender and race (Bischoff & Sprenkle, 1993), the amount of clinical
experience and degree of competence (Bischoff & Sprenkle, 1993; Cunningham &
Henggeler, 1999; Dyck et al., 1984), the strength of the therapeutic alliance (Bischoff &
Sprenkle, 1993; Johnson & Ketring, 2006), and incongruence between client and
therapist perspectives on the problem and treatment (Cunningham & Henggeler, 1999)
have been identified as factors that lead to therapy dropout. The general systems theory
concept of boundaries may provide a better understanding of how these particular
therapist factors contribute to therapy dropout for many families.
The strength of the therapeutic alliance is shown to be a significant factor in
therapy dropout (Bischoff & Sprenkle, 1993; Johnson & Ketring, 2006). If the family
system perceives seeking outside help for family problems as disloyal or prohibited,
developing a strong relationship with the therapist may become more difficult. A weak
therapeutic alliance may influence the development of a rigid boundary surrounding the
family system. The family system may seek to develop a rigid boundary to protect their
family from a perceived distrustful relationship. The clients may choose not to disclose
personal information to their therapist, or they may choose to discontinue therapy
sessions, all of which would greatly inhibit their chances of achieving their therapy goals.
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Institutional Factors
In addition to client and therapist factors perceived by clients as barriers to
completion of therapy, institutional factors may also affect dropout. Many types of social
institutions, such as social service agencies, may affect therapy dropout. More
specifically, who the clients are referred to therapy by may influence therapy dropout.
Referral Source
As discussed previously, many families are referred to family counseling by
family or juvenile court through a court-order (Staudt, Scheuler-Whitaker, & Hinterlong,
2001) especially if there has been an allegation of child abuse or neglect. Clients who are
referred by an institution are more likely to end therapy prematurely than clients who are
self-referred or referred by an individual professional (Bischoff & Sprenkle, 1993). How
much choice parents have about receiving services, how the treatment is presented to the
family, and the expectations for the family’s outcome created by these referral sources
may affect the client’s determination to complete treatment (Cunningham & Henggeler,
1999). Therefore, clients referred by an institution may feel that they do not have a voice
in the therapeutic process thereby influencing their choice of whether to continue or
discontinue treatment.
Summary
In summary, institutional factors have been shown to affect therapy outcome. In
addition to client and therapist-related factors, the referral source may affect therapy
dropout among families. Specifically, clients referred by an institution are more likely to
drop out of therapy than clients who are self-referred or referred by an individual
professional (Bischoff & Sprenkle, 1993). General systems theory may provide a clearer
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picture of how referral source affects many families’ decisions to end therapy
prematurely.
Similar to the client and therapist factors, the concept of boundaries may help to
explain the impact of referral source on therapy dropout. If clients feel that attending
therapy with a specific outcome for their family is being imposed upon them by an
institution, the family system may develop a rigid boundary in order to keep the
institution from having power over their family. Similarly, clients may feel that they do
not have a voice, rather they are being told what to do and how to live. Choosing to end
therapy before therapy goals are met may be a way for clients to resist the requirements




The purpose of this quantitative study was to identify and describe client factors
associated with therapy dropout. Additionally, the study determined if families with
institution involvement, such as court or Child Protective Services, for child abuse and
neglect are more likely to drop out of therapy than families without such institution
involvement. Therefore, in order to come to a better understanding of therapy dropout
for families with institution involvement for child abuse and neglect, this quantitative
research study utilized descriptive, inferential, and comparative research methods to test
each hypothesis.
Sample
The target population was families who presented for therapy for child abuse and
neglect at a marriage and family therapy training facility at a south-central state
university between February 2000, and June 2005. During this five year period, the
target groups were selected on the following variables: presenting problem, whether or
not institutions were involved in the case, and type of case. These variables were found
in clinic paperwork that was utilized in the study. Specifically, the research study
included cases that received therapy for child abuse and neglect with institution
involvement, such as Child Protective Services. The court system was also considered an
institution in this study because the court system often works with Child Protective
Services to mandate family counseling after an abuse or neglect allegation. The
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subjects in the sample involved the perpetrator of the abused/neglected child, the child,
and other relevant family members. The comparison group included families with
children who received therapy for a presenting problem other than child abuse and
neglect and who did not have institution involvement by Child Protective Services or the
court system. The study included only cases which attended therapy at the same facility
between the dates of February 2000, and June 2005. The study excluded cases who
attended therapy before February 2000, and after June 2005. The sample drawn is a
convenience/availability sample as the researcher is a marriage and family therapy intern
and has easy access to confidential, client files.
Data Collection Methods
The study analyzed already-collected data from the marriage and family therapy
training facility, which is in a Commission on Accreditation for Marriage and Family
Therapy Education (COAMFTE) accredited master’s degree program. The training
facility is an on-campus clinic that specializes in relational therapy, such as individual
counseling in relation to the client’s family-of-origin, marriage or relationship
counseling, and family counseling. The training facility is managed by marriage and
family therapy interns who are working towards their master’s degrees in Human
Development and Family Science with a specialization in Marriage and Family Therapy.
As marriage and family therapy interns, they are required to complete 500 client-contact
hours, in which they have direct contact with the client, in order to be eligible to graduate
with a master’s degree in marriage and family therapy. Therapy sessions at the clinic are
supervised by a clinical supervisor at all times from a room specifically designed for
observation by the supervisor and other marriage and family therapy interns.
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To make an appointment, clients phone the training facility to schedule a
counseling session with a marriage and family therapy intern. During the initial phone
call, clients complete a telephone intake (see Appendix A) with a marriage and family
therapy intern. The telephone intake takes approximately five to ten minutes to complete
and consists of questions inquiring about the client’s family, contact information,
presenting problem, financial status, session availability, and referral source. Then, the
telephone intake is given to the director of the training facility or another clinical
supervisor to assign a marriage and family therapy intern as the therapist or co-therapist
for the clients requesting a therapy session. After being assigned the case, the therapist or
co-therapist phones the client to schedule an appointment for a first session using the
contact information provided on the telephone intake. The family schedules an initial
appointment and is asked to arrive twenty to thirty minutes prior to that appointment to
complete two pieces of clinic paperwork: the background form (see Appendix B) and a
Family Adaptability and Cohesion Evaluation Scale (FACES III) (see Appendix C)
(Olson, Portner, & Lavee, 1985).
During the initial appointment, the clients read and, if they choose, sign the
Counseling Agreement form (see Appendix D), in which they consent to the observation,
recording, and utilization of confidential data of their case. They also read and, if they
choose, sign the Client’s Rights form (see Appendix E), which informs clients of their
rights, including confidentiality, limits to their confidentiality, and therapy services
provided by the clinic. Depending on the length of treatment, additional paperwork is
completed by the client that includes additional FACES III forms. Following each
therapy session, the therapists complete a session summary that summarizes what the
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client said during the session, homework, session and therapy goals, and whether
progress was made toward these goals (see Appendix F). A diagnosis and treatment plan
was completed by the therapist following the client’s third therapy session that includes a
summary of the presenting problem, a diagnosis of the client, and a summary of the
proposed treatment (see Appendix G). At the conclusion of treatment, a termination
report was completed by the therapist that includes the number and type of sessions
attended (individual, couple, or family), a summary of the presenting problem at the
beginning of therapy, and a summary of the problem at the end of therapy (see Appendix
H). The session summaries, diagnosis and treatment plan, and termination report are
reviewed and signed by the clinical supervisor.
Instrumentation
For analysis, this study utilized data selected from four clinic forms: the
background form, telephone intake, diagnosis and treatment plan, and termination report.
These instruments are based upon the client’s self-reports and the therapist’s perspectives
throughout the duration of therapy. The researcher utilized these instruments to gain a
better understanding of the variables that may contribute to therapy dropout for families
with institution involvement for child abuse and neglect. These instruments were also
used to describe therapeutic outcomes for families with institution involvement and
families without institution involvement.
Telephone Intake
The researcher examined the telephone intake form (see Appendix A) for the
client’s perspectives regarding questions from the intake form using information
regarding the presenting problem, referral source, and financial information. All reports
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are based on client responses to the therapist’s inquiries during the telephone interview in
which the telephone intake was completed.
Background Form
The background form (see Appendix B), a self-administered questionnaire
completed by the client, was reviewed by the researcher. This instrument provided the
researcher with information regarding the client’s personal information including
demographic information, immediate family, extended family, deceased family members,
medical history, reasons for seeking services, seriousness of the problem, how likely the
problem is to change, what the client hopes to gain from services, and referral source.
From this form, the researcher explored the client’s responses to the following sections:
age, ethnicity, highest level of education completed, marital status, health status, reason
for seeking services, seriousness of problem, how likely the problem is to change, and
referral source.
Diagnosis and Treatment Plan
The diagnosis and treatment plan (see Appendix G) is completed by the therapist
after sessions three, twelve, and at termination. This instrument provides information on
the family’s definition of the problem, diagnosis, and proposed treatment. The fifth axis
of the DSM-IV is listed on the diagnosis and treatment plan as global assessment of
functioning (American Psychiatric Association, 2000). The global assessment of
functioning score (GAF) evaluates individual psychological, social, and occupational
level of functioning. Based on the therapist’s evaluations of the individual client, the
therapist assigns a GAF score between 0 and 100, with 0 indicating inadequate
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information and 100 indicating superior functioning. For this study, the researcher
focused on the GAF scores as a measure of client level of functioning.
Termination Report
Lastly, the researcher used the termination report (see Appendix H) completed by
the therapist upon closing the case to determine the reasons for termination. The
therapist can choose one of four options for termination status: completion of therapy,
client request, no shows/cancellations (letter sent by therapist), or other. Completion of
therapy indicates that the client completed therapy goals and terminated with the consent
of the therapist. Client request indicates that the client requests to end therapy. For
example, clients may request to end therapy if they are unable to afford the therapy fee or
if scheduling conflicts arise. No shows/cancellations signify that the clients did not show
for their therapy appointment. In this case, the therapist sends a letter to the clients in
order to persuade them to attend therapy sessions. Lastly, Other indicates any other
reason than those listed above to describe the reason for termination. From this form, the
researcher will investigate reasons for termination. These indications along with number
of sessions attended were used to develop an outcome variable that included dropouts,
continuers, and completers. Dropouts included those who attended one or two therapy
sessions and did not complete goals. Continuers included those who attended three or
more therapy sessions but did not complete goals, and completers included those who
completed their therapy goals.
Summary
In summary, this study used already-collected data from a marriage and family
therapy training clinic at a south-central state university. The clinic is a training facility
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for master’s students in marriage and family therapy, who are supervised by a clinic
supervisor. At this training clinic, clients can be seen individually, as a couple, or as a
family for relational problems. Specifically, the sample included therapy cases that have
institution involvement for child abuse and neglect. The comparison group included
family cases with children who sought treatment for problems other than child abuse and
neglect and who did not have institution involvement. Clinic forms, including the
telephone intake, background form, diagnosis and treatment plan, and termination report
were examined to gain client as well as therapist perspectives on the family system, the
presenting problem, factors that affect therapy dropout, referral status, and termination
status.
Data Analysis Plan
This study employed a quantitative research design to test the hypotheses. A
quantitative research method involves using strategies such as experiments or surveys to
collect data from selected instruments that will produce statistical results (Creswell,
2003). The purpose of the current study is to identify and describe factors associated
with dropout of family treatment for families with institution involvement for child abuse
and neglect. This study incorporated quantitative methods by identifying group
differences in therapy outcome and factors that affect therapy dropout for clients with
institution involvement and clients without institution involvement.
Analysis of Hypotheses
In this quantitative study, the hypotheses were tested using a one-way analysis of
variance (ANOVA), an analysis of covariance (ANCOVA), and a chi-square test for one-
way designs. The one-way ANOVA is a method of statistics that is used to test for group
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differences in two or more populations that differ on one independent variable. The
ANCOVA is a method of statistics that uses a covariate, information from a continuous,
independent variable, to remove systemic individual differences among subjects from the
estimate of experimental error. The chi-square test for one-way designs, a type of
nonparametric statistical test, is used to test categorical, frequency data that includes one
independent variable with two or more levels. Often called a goodness-of-fit test, the chi-
square test is used by researchers to ascertain whether the observed frequencies differ
systematically from the theoretically expected frequencies or whether the differences are
due to chance. If significant differences were found, post hoc comparisons were utilized
to determine where the differences occurred (Shavelson, 1996).
Hypothesis 1. Hypothesis 1 states that families with institution involvement for
child abuse and neglect will display significantly more of the client factors identified in
literature as barriers than families without institution involvement. To test hypothesis 1,
the researcher utilized a one-way ANOVA to explore group differences on client factors
related to dropout of family therapy when comparing families with institution
involvement and families without institution involvement. The client factors of family
characteristics and family influences as well as all therapist factors identified in the
literature review will not be analyzed due to limitations in the data. A chi-square test for
one-way designs was also used to test differences on categorical variables. Specific





Income Telephone Intake Yearly income before taxes.
Any financial considerations?
Cost Telephone Intake Fee.
Age Background Form Age.
Marital Status Background Form Are you married?
If yes, how long?
Times married before.
Ethnicity Background Form Ethnicity.
Health Status Background Form Circle your current state of health:
Excellent Good Fair Poor.
Level of Education Background Form Highest level of education
completed.
Hope Background Form How serious would you say this
problem is right now?
How likely do you think the problem
is to change?
Furthermore, the researcher combined two questions from the background form
regarding client perspectives on seriousness of the problem and likelihood for change to
measure the hope variable. The researcher identified the responses of “not at all serious”
and “slightly serious” as a low degree of seriousness. A high degree of seriousness was
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illustrated by the responses of “moderately serious” and “very serious.” To determine
degree of likelihood for change, the researcher selected the responses of “not at all likely”
and “slightly likely” as a low likelihood for change. Conversely, “moderately likely” and
“very likely” were considered a high likelihood for change.
Low and high seriousness and likelihood for change were developed into a table
in order to measure client hope in three levels (low, moderate, high). For example, a low
degree of seriousness and a high likelihood of change would indicate a level of high
hope. A high degree of seriousness and a high likelihood of change would indicate a
moderate level of hope. A low degree of seriousness and low likelihood of change as
well as a high degree of seriousness and a low likelihood of change would indicate a level




For Change Seriousness of Problem
Low High
High High Hope Moderate Hope
Low Low Hope Low Hope
Hypothesis 2. Hypothesis 2 states that families with institution involvement for
child abuse and neglect are more likely to drop out of therapy than families without
institution involvement. To test this hypothesis, a one-way ANOVA was employed to
determine group differences on therapy outcome among families with institution
involvement and families without institution involvement. An ANOCVA test was also
40
used to control for problem severity using the GAF score found on the diagnosis and
treatment plan. The variables of presenting problem and referral source were taken from
the telephone intake and the background form. The variable of therapy outcome was
taken from the termination report on the section stating reasons for termination. These




Referral Source Telephone Intake How did you hear about us?
Who referred you?
Background Form Who referred you to our services?
If self-referred, how did you find out
about our services?
Therapy Outcome Termination Report Reasons for Termination:
Summary
In summary, this study employed quantitative methods of measurement to test the
hypotheses. A one-way ANOVA, ANCOVA, and chi-square test for one-way designs
were used to determine group differences among families with institution involvement
and families without institution involvement on therapy outcome and factors associated
with therapy dropout for treatment for child abuse and neglect. These quantitative
methods of analysis aided in a better understanding of the problem of therapy dropout




The current study yielded a total sample of 71 cases in which all participants
attended at least one therapy session and completed the initial clinic paperwork. The
methods of analysis used to evaluate the results of the hypotheses were chi-square tests,
one-way analysis of variance (ANOVA) tests, and analysis of covariance (ANCOVA)
tests. The one-way ANOVA was used to test for group differences in two or more
populations that differ on one independent variable. Post hoc comparisons were used to
determine where the differences occurred. The ANCOVA used a covariate to remove
systemic individual differences among subjects from the estimate of experimental error.
The chi-square test was used to test categorical, frequency data that include one
independent variable with two or more levels (Shavelson, 1996).
Sample Demographics
Of the 71 cases in the sample, the comparison group included 41 family cases
with children that did not have institutional involvement by Child Protective Services or
the court system for child abuse or neglect. The experimental group included thirty cases
that did have institutional involvement with Child Protective Services or the court system
for child abuse or neglect. Of the 30 with institutional involvement, 23 cases (32.4%)
were referred by Child Protective Services, and 7 cases (9.9%) were referred by court.
Of the 41 without institutional involvement, twenty five cases (35.2%) were self-referred,
8 cases (11.3%) were referred by an individual therapist, 6 cases (8.5%) were referred by
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a school/teacher, and 2 cases (2.8%) were referred by a doctor. The total sample
consisted of the following types of therapy received at the training facility: 6 individual
(8.5%), 12 couple (16.9%), 50 family (70.4%), and 3 mixed (4.2%). A mixed therapy
type indicates that the clients received an equal combination of more than one type of
therapy. The total number of sessions attended ranged from 1 to 38 sessions (M = 5.68,
Mdn = 4.00, mode = 1). Three cases (4.2%) did not report this identifying information.
Of the 68 cases, 24 cases attended therapy sessions only once or twice and were classified
as dropouts for this study. The number of family members ranged from two to seven
with the majority of families having three to five people in the family (M = 4.28, Mdn =
4.00, mode = 4). Four cases (5.6%) did not report number of family members. Yearly
income ranged from $0 to over $100,000 for 54 cases (in thousands, M = 15.11, Mdn =
11.00, mode = 0). Seventeen cases (23.9%) did not report yearly income.
Primary Female Client Demographics
The primary client data was separated into smaller sub-groupings of primary
female and primary male. A status of primary female indicated the most significant adult
female in the case. A status of primary male indicated the most significant adult male in
the case. The total number of subjects was 110. The number of primary females who
attended therapy was 70. For one case in the sample, the primary client was a single
father. Of the 70 females, clients were classified into five groups: 34 mothers (47.9%),
17 wives (23.9%), 10 female individuals (14.1%), 7 female partners (9.9%), and 2
grandmothers (2.8%). Ages ranged from 20 to 88 years of age (M = 33.85, Mdn = 31.50,
mode = 24) (see Table 4). 
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Table 4




The sample included 31 Caucasian females (43.7%), 10 females (14.1%)
identified themselves as American Indian/Alaska Native, and 1 female (1.4%) was of a
mixed ethnic background (see Table 5). Data from 29 cases (40.8%) did not report
ethnicity. Of the 70 primary female clients, 41 (58.6%) did not have institution
involvement in their case, and 29 (41.4%) did have institution involvement in their case
(see Table 6).
Table 5




Amer. Indian/Alaska Ntv. 10 2
Hispanic/Latino 1
White/Caucasian/Euro. 31 22
Mixed Ethnic Bkgd. 1 1
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Table 6
Institution Involvement for Females and Males in Frequencies
Females Males
Institution Involvement
No Institution 41 21
Institution 29 19
Thirty three females reported being married (46.5%) while 35 female clients
(49.3%) were not married (see Table 7). Three cases (4.2%) did not report marital status.
For the married female clients, number of years married ranged from less than one year to
50 years (M = 11.23, Mdn = 7.00, mode = 4). Thirty six cases (50.7%) did not report
length of marriage. Thirty three females (46.5%) reported never having been married
before, 19 females (26.8%) reported having been married once before, 12 females
(16.9%) reported having been married twice before, and 1 female (1.4%) reported having
been married three times before. Six cases (8.5%) did not report prior marriage
information.
Table 7




Not Married 35 12
Client education levels ranged from elementary to graduate school with the
majority of female clients having attended some high school (19.7%), graduated from
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high school (40.8%), and some college (22.5%) (see Table 8). Twelve females (16.9%)
worked as other professionals, managers, teachers, and nurses; twelve females (16.9%)
worked in sales, technicians, and clerical; ten females (14.1%) identified themselves as
homemakers; nine females (12.7%) identified themselves as students; seven females
(9.9%) were general service employees; four females (5.6%) worked as laborers, factory
workers, or waitresses; three females (4.2%) worked in skilled and building trades,
farmer; two females (2.8%) identified their occupation as other; and one female (1.4%)
was unemployed (see Table 9). Eleven cases (15.5%) did not report occupation.
Table 8
Frequency Differences in Highest Level of Education Completed for Females and Males
Females Males
Highest Level of Education Completed
Graduate School 1 1
4 Year College 4 4
Some College 16 10
High School 29 13




Differences in Occupation for Females and Males in Frequencies
Occupation Females Males
Other 2 1
Prof., doctors, lawyers, executives 4
Other prof., managers, teachers, nurses 12 5
Skilled/building trades, farmers 3 11
Sales, techs., clerical 12 4
Laborer, factory worker, waitress 4 3




Primary Male Client Demographics
The number of primary male clients who attended therapy was 40. Of the 40
males, the clients were classified into five groups: 16 husbands (22.5%), 8 male partners
(11.3%), 7 fathers (9.9%), 7 step fathers (9.9%), and two were mother’s male friends
(2.8%). Ages for males ranged from 19 to 59 years (M = 36.45, Mdn = 34.50, mode =
24) (see Table 4).  Twenty two males (31.0%) identified themselves as Caucasian, two
males (2.8%) were American Indian/Alaska Native, one male (1.4%) was African
American/black, one male (1.4%) was Hispanic/Latino, and one male (1.4%) identified
with a mixed ethnic background (see Table 5). Of the 40 primary male clients, 21
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(52.5%) did not have institution involvement in their case, and 19 (47.5%) did have
institution involvement in their case (see Table 6).
Twenty eight males (39.4%) were married, and twelve males (16.9%) were not
married (see Table 7). Thirty one cases (43.7%) did not report marital status. The
number of years married ranged from less than one year to 23 years (M = 9.04, Mdn =
7.00, mode = 5). Eighteen males (25.4%) report having never been married before, 13
males (18.3%) have been married once before, four males (5.6%) have been married
twice before, two males (2.8%) have been married three times before, and one male
(1.4%) has been married four times before. Thirty three cases (46.5%) did not report
prior marriages.
Highest level of education completed for males ranged from some high school to
graduate school with the majority of males attending some high school (9.9%),
graduating from high school (18.3%), and attending some college (14.1%) (see Table 8).
Eleven males (15.5%) worked in skilled and building trades, or farmer; five males (7.0%)
worked as other professionals, managers, teachers, or nurses; four males (5.6%) worked
as professionals, doctors, lawyers, or executives; four males (5.6%) worked in sales,
technicians, or clerical; three males (4.2%) worked as laborers, factory workers, or
waitresses; three males (4.2%) identified themselves as students; two males (2.8%)
worked as general service employees; two males (2.8%) were unemployed; and one male




The statistical analyses used to test hypotheses 1 and 2 were chi-square tests, one-
way ANOVA statistics, with post hoc comparisons using least significant difference
(LSD) t test, and the ANCOVA method of statistics.
Hypothesis 1
Hypothesis 1 states that families with institution involvement for child abuse or
neglect will display significantly more of the client factors identified in literature as
barriers than families without institution involvement. Differences between clients with
institution involvement and without institution involvement were tested using one-way
ANOVA tests and chi-square tests.
Client Factors. Differences between ages for clients who had institution
involvement and who did not have institution involvement were tested using a one-way
ANOVA. Results indicate that there was a significant difference in age between females
without institution involvement (M = 36.70, SD = 12.56) compared to females with
institution involvement (M = 29.79, SD = 7.88), F(1, 66 ) = 6.64, p = .01 (see Table 10).
Table 10
Analysis of Variance for Female Age
Source df F p
Between groups




While not significant for males in this study, there was a slight difference in age
of men who did not have institution involvement (M = 37.10, SD = 10.19) and for men
who did have institution involvement (M = 35.74, SD = 12.39), F(1, 38 ) = .145 , ns (see
Table 11). Figures 1 and 2 display in graphical form the differences in mean ages for
females and males with and without institution involvement.
Table 11
Analysis of Variance for Male Age
Source df F p
Between groups














































Figure 2. Mean Differences in Male Age
The researcher used a chi-square test to examine marital status among female and
male clients without institution involvement and with institution involvement (see Table
12). However, significant differences were not found between the two groups on marital
status for either females, X2(1, N = 68) = .207, ns, or males X2(1, N = 40) = 2.53, ns.
Table 12
Marital Status for Females and Males in Percentages
Females Males
Institution No Institution Institution No Institution
Married 51.7% 46.2% 57.9% 81.0%
Not Married 48.3% 53.8% 42.1% 19.0%
An examination of the one-way ANOVA showed no significant difference in
yearly income between clients with institution involvement and without institution
involvement, F(1, 52) = .451, ns, or fee quoted, F(1, 59) = .197, ns (See Table 13).
Means (with standard deviations in parentheses) for clients without institution
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involvement on yearly income (in thousands dollars) and fee quoted (in dollars) were
16.57 (21.09) and 19.40 (17.18), respectively. Means (with standard deviations in
parentheses) for clients with institution involvement on yearly income and fee quoted
were 13.29 (12.52) and 17.58 (13.87), respectively.
Table 13
Analysis of Variance for Yearly Income and Fee Quoted
Source df F p
Between groups
Yearly Income 1 .451 .505




Money concerns for clients without institution involvement and with institution
involvement were analyzed using a chi-square test (see Table 14). While the majority of
cases reported some form of money concern, results identified no significant differences
between groups on types of money concerns, X2(5, N = 61) = 4.35, ns.
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Table 14
Money Concerns among Target Groups in Percentages
Target Groups
Money Concerns No Institution Institution Total
No 18.4% 21.7% 19.7%
Yes, Student 15.8% 0% 9.8%
Yes, Low Income 26.3% 30.4% 27.9%
Yes, Fin. Problems 15.8% 21.7% 18%
Yes, Don’t Know 18.4% 17.4% 18%
Debt 5.3% 8.7% 6.6%
Total 100.0% 100.0% 100.0%
Results from a one-way ANOVA test did not show significant differences in
present state of health between clients without institution involvement and with
institution involvement. For females, no significance was found for those without
institution involvement (M = 2.17, SD = .811) and those with institution involvement (M
= 2.11, SD = .577), F(1, 61) = .092, ns (see Table 15).
Table 15
Analysis of Variance for Female Present State of Health
Source df F p
Between groups




For males, no significance was found for those without institution involvement (M
= 1.85, SD = .813) and those with institution involvement (M = 1.94, SD = .574), F(1, 34)
= .132, ns (see Table 16).
Table 16
Analysis of Variance for Male Present State of Health
Source df F p
Between groups
Health 1 .132 .718
Within groups
Health 34
An analysis of a one-way ANOVA showed a significant difference on highest
level of education completed among clients with institution involvement and without
institution involvement for both females and males. For females, significance was found
for those without institution involvement (M = 3.43, SD = .835) and those with institution
involvement (M = 4.36, SD = .826), F(1, 63) = 19.73, p = .00 (see Table 17).
Table 17
Analysis of Variance for Female Highest Level of Education Completed
Source df F p
Between groups




For males, significance was found for those without institution involvement (M =
3.06, SD = .998) and those with institution involvement (M = 4.18, SD = .728), F(1, 33) =
14.26, p = .00 (see Table 18). Figures 3 and 4 display differences in highest level of
education completed among females and males with institution involvement and without
institution involvement.
Table 18
Analysis of Variance for Male Highest Level of Education Completed
Source df F p
Between groups
Education 1 14.26 .001
Within groups
Education 33




































Figure 4. Mean Differences in Highest Level of Education Completed for Males
The researcher used a chi-square test to examine the difference in ethnicities
among clients without institution involvement and clients with institution involvement.
For females, no significant difference in ethnicity was found between females without
institution involvement and with institution involvement, X2(2, N = 42) = .819, ns. For
males, no significant difference in ethnicity was found between males without institution





































Ethnic Differences among Groups in Percentages
Females Males
Ethnicity Institution No Institution Institution No Institution
African American 8.3% .0% 
 
American Indian 20.0% 25.9% .0% 13.3%
Hispanic 8.3% .0% 
 
Caucasian 80.0% 70.4% 75.0% 86.7%
Mixed .0% 3.7% 8.3% .0% 
A one-way ANOVA analyzed client hope between clients with institutional
involvement and clients without institutional involvement. For females, no significant
difference in hope was found between those without institution involvement (M = 2.06,
SD = .69) and those with institution involvement (M = 2.00, SD = .69), F(1, 58) = .106,
ns, (See Table 20).
Table 20
Analysis of Variance for Female Hope
Source df F p
Between groups




For males, no significant difference in hope was found for males without
institution involvement (M = 1.94, SD = .66) and males with institution involvement (M =
1.94, SD = .68), F(1, 31) = .000, ns, (See Table 21).
Table 21
Analysis of Variance for Male Hope
Source df F p
Between groups
Hope 1 .000 .988
Within groups
Hope 31
Global assessment of functioning (GAF Score) was analyzed using a one-way
ANOVA test. This analysis included both males and females because the therapist chose
whether to diagnose either the primary female client or primary male client in each case.
Results showed no significant differences on GAF scores between clients without
institution involvement (M = 64.40, SD = 14.19) and with institution involvement (M =
60.53, SD = 17.37), F(1, 68) = 1.05, ns, (See Table 22).
Table 22
Analysis of Variance for Global Assessment of Functioning
Source df F p
Between groups




In summary, one-way ANOVA tests and chi-square tests were used to examine
differences among clients with institution involvement and without institution
involvement on client factors, including age, marital status, yearly income, fee quoted,
money concerns, present state of health, highest level of education completed, ethnicity,
hope, and GAF score. Significant differences were found for client age and highest level
of education completed between clients with institution involvement and clients without
institution involvement. Significant differences between clients with institution
involvement and without institution involvement were not found for all other client
factors.
Hypothesis 2
Hypothesis 2 states that families with institution involvement for child abuse or
neglect are more likely to drop out of therapy than families without institution
involvement. Three main categories were identified to describe therapy outcome:
dropout, continuer, and completer. A therapy dropout was considered to have attended
two or fewer sessions and not completed goals. A therapy continuer was deemed as
having attended three or more sessions and not completed goals. A therapy completer
was identified as having completed goals. The comparison group was identified as not
having institution involvement in the case, and the experimental group was identified as
having institution involvement in the case. A chi-square test revealed frequencies in
therapy outcome for the target groups (see Table 23). However, results indicate that the
relationship between institutional involvement and therapy outcome was not statistically
significantly, X2(2, N = 71) = 3.54, ns.
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Table 23
Percentage Differences for Referral Source and Therapy Outcome
Target Groups
Outcome No Institution Institution Total
Dropout 36.6% 26.7% 32.4%
Continuer 51.2% 43.3% 47.9%
Completer 12.2% 30.0% 19.7%
Total 100.0% 100.0% 100.0%
Results show that hypothesis 2 was not supported but rather shows a trend toward
the opposite of the initially proposed hypothesis. Specifically, 15 cases (36.6%) that did
not have institution involvement dropped out of therapy compared to the 8 cases (26.7%)
that did have institution involvement and dropped out of therapy. In addition, 21 cases
(51.2%) that did not have institution involvement continued in therapy without
completing goals while only 13 cases (43.3%), of which did have institution involvement,
continued in therapy without completing goals. Conversely, 9 cases (30.0%) that did
have institution involvement completed therapy whereas only 5 cases (12.2%), of which
did not have institution involvement, completed therapy.
The total number of sessions attended was analyzed using a one-way ANOVA
test. Results showed significant differences in total number of sessions attended for
clients without institution involvement (M = 4.23, SD = 3.72) and with institution
involvement (M = 7.62, SD = 8.02), F(1, 66) = 5.42, p = .02, (See Table 24). See Figure
5 for differences in means for total number of sessions attended for clients without
institution involvement and clients with institution involvement.
60
Table 24
Analysis of Variance for Total Number of Sessions
Source df F p
Between groups
# of Sessions 1 5.42 .023
Within groups
# of Sessions 66
Figure 5: Differences between Groups in Mean Total Number of Sessions
An ANCOVA test was used to control for problem severity when examining the
significant differences among clients with institution involvement and clients without
institution involvement on total number of sessions attended. Problem severity was
explained using the GAF score, identified as the covariate, which is assigned by
therapists to a client in the case to describe current level of functioning. Even after



































of sessions attended between clients with institution involvement and clients without
institution involvement, F(1, 64) = 5.43, p = .02 (see Table 25).
Table 25
Analysis of Covariance for Total Number of Sessions Attended
Source SS df MS F p
Group 193.86 1 193.86 5.43 .023
Covariate 33.30 1 33.30 .93 .338
Error 2283.74 64 35.68
Total 4709.00 67
One-way ANOVA tests were performed on all the client variables used in
hypothesis 1 to determine group differences in therapy outcome. Three one-way
ANOVA tests were used to test group differences in yearly income (in thousands) and
therapy outcome for the total sample, for only clients without institution involvement,
and for only clients with institution involvement. Results show significant differences in
yearly income (in thousands) between therapy dropouts (M = 8.17, SD = 6.96), continuers
(M = 13.16, SD = 13.98), and completers (M = 30.91, SD = 27.24) for the total sample,
F(2, 51) = 7.31, p = .00 (see Table 26).
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Table 26
Analysis of Variance for Yearly Income (in thousands) for Total Sample
Source df F p
Between groups
Yearly Income 2 7.31 .002
Within groups
Yearly Income 51
Post hoc testing using LSD revealed significant differences among dropouts and
completers (p = .00) and continuers and completers (p = .00) for the total sample. No
significant differences were found between dropouts and continuers (p = ns). Figure 6
shows mean yearly income differences of therapy dropouts, continuers, and completers


































Figure 6: Differences in Mean Yearly Income for Total Sample
Yearly income and therapy outcome for the total sample were examined using an
ANCOVA test controlling for problem severity. GAF scores were identified as the
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covariate describing problem severity. Even after controlling for problem severity,
significant differences in yearly income were found between dropouts, continuers, and
completers, F(2, 49) = 3.45, p = .04 (see Table 27).
Table 27
Analysis of Covariance for Mean Yearly Income (in thousands) for Total Sample
Source SS df MS F p
Group 1687.14 2 843.57 3.45 .040
Covariate 949.10 1 949.10 3.88 .055
Error 11987.65 49 244.65
Total 28912.00 53
Results of a one-way ANOVA for only clients without institution involvement
found no significant differences in yearly income (in thousands) for therapy dropouts (M
= 8.64, SD = 8.15), continuers (M = 16.57, SD = 17.36), and completers (M = 34.00, SD
= 39.06), F(2, 27) = 2.79, ns (see Table 28). However, results show lower income for
dropouts and continuers and higher income for completers.
Table 28
Analysis of Variance for Yearly Income (in thousands) for No Institution Involvement
Source df F p
Between groups




Because the analysis of the one-way ANOVA approached significance at the p =
.07 level, post hoc testing was utilized to determine where possible differences may have
occurred. Post hoc comparisons using LSD revealed a significant difference among
dropouts and completers (p = .03) for clients without institution involvement. No
significant differences were found between dropouts and continuers (p = ns) and
continuers and completers (p = ns). Figure 7 shows means for yearly income among



































Figure 7: Mean Yearly Income for No Institution Involvement
For clients with institution involvement, results demonstrate significant
differences among therapy dropouts (M = 7.43, SD = 5.03), continuers (M = 8.82, SD =
6.35), and completers (M = 28.33, SD = 15.68) when analyzing yearly income, F(2, 21) =
10.70, p = .00 (see Table 29).
65
Table 29
Analysis of Variance for Yearly Income (in thousands) for Institution Involvement
Source df F p
Between groups
Yearly Income 2 10.70 .001
Within groups
Yearly Income 21
After having tested for differences in yearly income and therapy outcome for
clients with institution involvement, post hoc testing using LSD revealed significant
differences between completers and both dropouts (p = .00) and continuers (p = .00), and
no significant difference between dropouts and continuers (p = ns). Figure 8 shows mean
yearly income differences of therapy dropouts, continuers, and completers for clients

































Figure 8: Differences in Mean Yearly Income for Institution Involvement
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Mean yearly income and therapy outcome for clients with institution involvement
were analyzed using an ANCOVA test. Problem severity was controlled for using GAF
scores as the covariate. Even after controlling for problem severity, significant
differences in mean yearly income were found between therapy dropouts, continuers, and
completers, F(2, 20) = 9.15, p = .00 (see Table 30).
Table 30
Analysis of Covariance for Mean Yearly Income (in thousands) - Institution Involvement
Source SS df MS F p
Group 1629.02 2 814.51 9.15 .002
Covariate 3.49 1 3.49 .04 .845
Error 1781.19 20 89.06
Total 7843.00 24
In summary, a combination of one-way ANOVA tests with post hoc comparisons
using LSD, ANCOVA statistics, and chi-square tests were used to assess for significant
differences in therapy outcome among clients without institution involvement and with
institution involvement. No significant differences were found between therapy
dropouts, continuers, and completers for those with and without institution involvement.
However, significant differences were found in total number of sessions attended
between clients with institution involvement and without institution involvement such
that clients with institution involvement attended more sessions that those without
institution involvement. Significance held even after controlling for problem severity.
Significant differences were also found in yearly income (in thousands) between clients
with and without institution involvement with clients who have institutions involved in
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their cases indicating a higher yearly income than clients without institution involvement.
Lastly, significant differences in yearly income were found between therapy dropouts,
continuers, and completers for the total sample as well as for only those clients with
institutional involvement, even after controlling for problem severity. Post hoc
comparisons using LSD revealed significant differences between completers and both
dropouts and continuers for the total sample and clients with institutional involvement.
Post hoc comparisons also found significant differences among dropouts and completers





This study assessed quantitative variables, such as demographics, treatment, and
therapy outcome, in relation to families attending therapy who have institution
involvement, such as court or Child Protective Services, for child abuse and neglect or
who do not have institution involvement but attend therapy for any other family-related
presenting problem.
Hypothesis 1
Hypothesis 1 stated that families with institution involvement for child abuse and
neglect will display significantly more of the client factors identified in literature as
barriers than families without institution involvement. Due to limitations in the data
collection, the researcher was unable to analyze therapist factors for this study as well as
the client factors of family characteristics and family influences. Results indicate that
hypothesis 1 was partially supported. An analysis of client factors that included client
resources and client beliefs yielded several significant results. However, the majority of
results did not show significant differences between clients with institution involvement
and clients without institution involvement.
Significant differences were found for age among female clients with institution
involvement and without institution involvement such that females without institution
involvement were older than females with institution involvement. While significance
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was not found for male age, results showed that males without institution involvement
were slightly older than males with institution involvement, similar to that of females.
These findings were consistent with those found in the literature stating that in child
maltreatment cases, mothers are often of a younger age (Butler et al., 1994). This
significant difference in female age could be due to the fact that females with institutional
involvement for child abuse and neglect may not have the parenting skills to deal with
family conflict or other family issues that may simply come with maturity. Therefore,
they are court-ordered to obtain counseling to gain these skills while older females may
have enough parenting skills to deal with the problem before they decide on their own to
seek therapy.
Significant differences were also found for both females and males with and
without institution involvement on highest level of education completed. Specifically,
males and females with institution involvement in their case had higher levels of
education than males and females without institutions involved in their case. This is a
surprising finding and may be explained in relation to the trend found in hypothesis 2 that
clients with institution involvement were more likely to complete therapy than clients
without institution involvement. In relation to hypothesis 2, the significant differences in
highest level of education completed for clients with institution involvement and clients
without institution involvement is consistent with those found in the literature stating that
parents with higher levels of education are less likely to terminate from therapy, and
parents with lower levels of education are more likely to terminate from therapy
(McCabe, 2002). This surprising finding may also be due to the small size of the sample.
Alternative results may have been found if the sample size was larger or if the targets
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groups were closer in size. Because this was such a surprising finding, further
investigation should be done in order to determine whether these findings would say the
same or would change with a larger, more equally distributed sample.
No significant differences were found among males and females with and without
institutional involvement on marital status, yearly income, fee quoted, money concerns,
present state of health, ethnicity, client hope, global assessment of functioning (GAF
score) and whether or not a client was referred to therapy. Nevertheless, a comparison of
females and males indicated that the majority of clients reported a fairly equal breakdown
of those married and not married, a fairly low income and fee quoted, some form of
money concern, a fair state of health, Caucasian ethnic status, and moderate levels of
hope concerning the problem. Clients with and without institutional involvement also
showed GAF scores in the moderate range, indicating some mild symptoms or some
difficulty in functioning but generally functioning pretty well and having some
meaningful, interpersonal relationships.
These findings point to greater similarities than differences among males and
females with institution involvement and without institution involvement on these client
factors. Knowledge that clients with institution involvement are more similar than
different than clients without institution involvement may be an important finding for
clinicians to consider. Clinicians who have negative perceptions of their clients and poor
prognoses for their future in therapy have been shown to affect therapy dropout while
positive regard and more hopeful prognoses predicts continuation in therapy (Bischoff &
Sprenkle, 1993; Cunningham & Henggeler, 1999; Grevious, 1985; Shapiro, 1974). For
clinicians who have negative perceptions of clients with institutions involved in their
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lives for child abuse or neglect, these findings may help to expand clinicians’
perspectives such that therapy with clients with institution involvement is not much
different than therapy with clients without institution involvement. These findings may
also challenge clinicians to develop greater positive regard or more hopeful prognoses for
families with institutional involvement.
Similarities may be explained by the composition of the sample. No significant
differences were found in ethnicity most likely because the majority of the sample was
Caucasian. Similarities in income, fee quoted, and money concerns may be explained in
that the selected training clinic is affiliated with a medium-sized, south-central state
university and often provides services to low-income families. In addition, significant
differences in hope were not found between clients with institution involvement and
clients without institution involvement perhaps because clients without institution
involvement sought therapy for problems equally as serious as child maltreatment leading
both groups to have similar levels of hope. More significant findings may have been
found if the sample size was larger and the institutional and non-institutional groups were
closer in size.
Hypothesis 2
Hypothesis 2, which states that families with institution involvement for child
abuse and neglect are more likely to drop out of therapy than families without institution
involvement, was not supported. However, while significance was not found, there did
appear to be a trend to the opposite of the original hypothesis with a greater percentage of
clients who did not have institution involvement identified as dropouts or continuers than
clients who did have institution involvement. In addition, a greater percentage of clients
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with institution involvement were identified as therapy completers when compared to
clients without institution involvement. Within the no institutional involvement group,
the majority of clients were identified as dropouts and continuers, which acknowledges
that some factors are keeping these families from completing their goals, while within the
institutional involvement group, the majority of clients were identified as continuers or
completers. This is a surprising finding given that literature has found that maltreating
families are more likely to drop out of therapy than non-maltreating families (Gershater-
Molko et al., 2003; Lau & Weisz, 2003; Rivara, 1985). The size of the sample and
inequality of the target groups could have contributed to this surprising finding and lack
of statistical significance. Because the sample was small and the target groups were
unequal in size, more significant results may have been found if the research was
conducted with a larger sample or if target groups were closer in size.
While these findings are not consistent with those found in the literature stating
that maltreating families are more likely to drop out of therapy before their goals are met
(Gershater-Molko et al., 2003; Lau & Weisz, 2003; Rivara, 1985), they may be due to the
nature of having an institution, such as Child Protective Services or the court system, in
clients’ lives. As was identified in the literature, social service agencies often develop
requirements, such as attending therapy, in order for maltreating families to regain
custody of their children (Butler et al., 1994; Dinkmeyer et al., 1999). Essentially, the
social service agency is requiring maltreating parents to attend therapy sessions if they
wish to reunify with their children. Thus, maltreating parents may have an external
motivating factor that other families seeking therapy who do not have institutions
involved in their lives for child abuse and neglect do not have. This may explain why
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many families who seek therapy but do not have institution involvement terminate from
therapy before completing their therapy goals.
Significant differences in total number of sessions attended were found between
clients without institution involvement and clients with institution involvement. In
particular, clients with institution involvement attended more sessions than clients
without institution involvement. This is a surprising finding given the current research
stating that maltreating parents are more likely to drop out of therapy without completing
their therapy goals (Gershater-Molko et al., 2003; Lau & Weisz, 2003; Rivara, 1985), yet
these findings actually show that clients with institution involvement attend more therapy
sessions than clients without institution involvement. Perhaps this is due to the fact that
in order to regain custody of their children, maltreating parents with institutional
involvement must complete their therapy goals which may require more therapy sessions
to complete than clients without institutional involvement. This finding could also be due
to the fact that because child abuse and neglect is a serious problem, more sessions were
required by maltreating families to treat the problem and improve the parent-child
relationship so that they may regain custody of their children. However, even after
controlling for problem severity, significant differences in total number of sessions
attended emerged between clients with institution involvement and clients without
institution involvement.
These findings may also be explained using the general systems theory of positive
feedback loops. In this study, clients with institution involvement were more likely to
complete therapy and attend a greater number of sessions than clients without institution
involvement. Clients without institution involvement were more likely to drop out or
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continue in therapy without completing their goals and attend a fewer number of sessions
than clients with institution involvement. Clients with institutions involved in their lives
for abuse and neglect may have interpreted the input they received from courts or social
service agencies as a need for change and a better relationship with their children.
Therefore, they chose to stay in therapy until they completed their goals with the hope of
regaining custody of their children.
Additional statistical tests were performed to determine specific variables that
contribute to therapy outcome for clients with and without institution involvement. The
study yielded highly significant differences in yearly income among therapy dropouts,
continuers, and completers for the total sample as well as for those clients with
institutions involved in their cases, which still held even after controlling for severity of
the problem. Results indicated that dropouts and continuers were more likely to have a
lower yearly income, and completers were more likely to have a higher yearly income.
Significant differences in yearly income were consistently shown among dropouts and
completers and continuers and completers for the total sample and for clients with
institution involvement. While yearly income did not yield significance for clients
without institution involvement, a significant difference in yearly income was found
between dropouts and completers.
Consistent with the current literature describing the impact of low income on
therapy dropout (Bischoff & Sprenkle, 1993; Bussing, et al., 2003; Williams et al., 2005),
these results point to the impact of yearly income on clients’ ability to stay engaged in
treatment, especially if they have institutions involved in their lives for child abuse and
neglect. Having a higher yearly income may reduce some of the barriers to treatment
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engagement that seem to plague families with lower yearly incomes. For families with
institutions involved in their lives, having a higher yearly income may contribute to
completion of goals and, ultimately, regaining custody of their children whereas having a
lower yearly income may make staying engaged in treatment more difficult. Lever,
Piñol, and Uralde (2005) studied the impact of poverty on strategies for coping with
stress and found that the more impoverished a person is, the less likely that they will have
the resources to make decisions on how best to deal with stressful situations, especially if
they do not have the personal support system available to back up their decisions. The
lack of resources to deal with stressful situations then makes brainstorming strategies,
choosing the best strategy, and acting out the strategy very difficult. This finding may
help to explain the impact of poverty on clients’ ability to deal with stress related to
family conflict, losing child custody, and staying engaged in treatment. To explain the
current study’s findings, a possibility is that the economically poor in this study were also
poorer on other resources, such as social support systems or the ability to make decisions
to deal with stress, which may have become overwhelming enough to lead to the choice
to drop out of therapy before meeting their goals.
In summary, the findings of this study added to the current knowledge base of
dropout research with maltreating families. Clinicians now know that maltreating
families with institutions involved in their lives are not much different on many client
variables than other families who seek therapy but do not have institutions involved in
their lives. This finding may help to challenge current therapist perspectives on working
with maltreating families who are being mandated by Child Protective Services or the
court system to attend therapy. In addition, this study has also provided researchers with
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information about the therapy offered in university training clinics and the types of
clients that university training clinics serve.
Limitations
There are limitations to the current study that researchers need to consider if this
study is to be replicated as a whole or in portions. Study limitations include sample size,
sample generalizability, therapist experience, and missing data.
Sample Size
One limitation of the current study involves the sample size. This could be one of
the reasons that the data yielded trends among clients with institution involvement and
without institution involvement and among therapy dropouts, continuers, and completers
without producing significant results. The data set is a relatively small data set as only 71
families were included in the sample. In addition, the experimental groups used in the
study, clients with institution involvement and without institution involvement, differed
in size such that the group of clients with institution involvement was smaller than the
group of clients without institution involvement. Results may have been different or
additional significant differences may have been found if there had been a larger sample
with which to compare results.
Sample Generalizability
Another limitation involves the generalizability of the sample. The participants in
the data set are taken from only one setting: a marriage and family therapy training
facility at a south-central state university that often serves low-income families. Due to
these limitations, the client data in this study may not be representative of all families
seeking therapy. In addition to increasing the sample size, researchers may want to
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include client data from a variety of other mental health agencies, such as domestic
violence shelters, youth shelters, or child and family services to provide a more solid
basis for generalization.
Therapist Experience
Another potential limitation includes the experience of the therapist treating the
families in the study. Much of the data was collected and recorded by marriage and
family therapy interns. Although they were supervised by faculty clinical supervisors,
the less experienced therapists may have had an impact on the quality of therapy received
by families and may have affected those clients who eventually dropped out, continued,
or completed therapy. Thus, the therapist’s level of clinical experience may prove a
limitation of the study when assessing therapy outcome.
Missing Data
Lastly, data was missing from the research instruments reporting on client data,
the telephone intake and the background form. Data that was missing included many
client demographic variables, such as number of family members, yearly income,
ethnicity, marital information, and occupation. This may be that the client either did not
know the answer to the question, such as yearly income, or they simply chose not to
answer the question. The lack of client data in this study points to the need for therapists
to make sure that clients are completing the information requested on the clinic
paperwork in addition to making sure that the therapist is also completing all questions
asked of the client during the telephone intake. This is an important factor for future




The results of this study provided potentially beneficial implications for future
researchers who would like to replicate parts or the whole of this study. Implications for
clinicians and other agencies who work with maltreating families, such as Child
Protective Services, the court system, or Court Appointed Special Advocates (CASA)
workers, will be reviewed.
Implications for Researchers
This study provided implications for future research in the areas of maltreating
families, therapy outcome, and factors that affect therapy outcome. Future researchers
may want to consider increasing the sample size and gaining more equal institution-
involved and non-institution-involved groups in order to remove sample size and sample
generalizability from the study’s limitations. By removing these limitations, the analyses
may reveal more significant findings, and the sample may be more representative of the
population as a whole.
Implications for Clinicians
Results of this study may provide beneficial implications to clinicians and other
professionals, such as Child Protective Services or the court system, who work with
maltreating families who have institutions involved in their lives. Analyses of clients
with institutional involvement and without institutional involvement demonstrated
significant differences in client age and highest level of education completed. Knowing
the differences between the two groups on these specific client factors may prove
beneficial for clinicians working with this vulnerable population. If clinicians anticipate
that maltreating parents will be younger and may not have developed the parenting skills
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required to deal with family conflict but also have an adequate amount of education, then
clinicians may be able to develop parenting programs aimed at teaching parenting skills
in a more educational format. While significant differences were found for age and
highest level of education completed, recognizing that these groups are similar in many
ways may prove beneficial to clinicians, as well. This may be helpful for clinicians if
they dislike working with vulnerable populations and have the belief that they are more
difficult to work with. Because the two groups were so similar in characteristics, the
belief that clients with institution involvement are different than other types of clients
does not hold true. Therefore, therapy with clients who have institution involvement
should not differ much from therapy with clients without institution involvement.
Therapists should approach these cases much like they approach other types of cases.
This study found that yearly income played an important role in whether clients
with institution involvement stayed engaged in their treatment such that therapy dropouts
and continuers reported lower yearly income than therapy completers, who reported a
higher yearly income. These results suggest that a lower yearly income could be
perceived by clients as a financial barrier to staying engaged in treatment and finishing
their goals. Clinicians who work with maltreating families may want to consider how
they can help to reduce these financial barriers, such as reducing clinic fees for therapy
sessions, incorporating payment plans, providing a certain number of free therapy
sessions before charging clients, or including a sliding fee scale based on number of
family members and total yearly income without taxes, to reduce the stress that comes
with poverty. Clients who have a lower yearly income may feel a significant amount of
stress associated with paying their bills and providing for their family. Therapists may
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want to take an advocacy role for their clients by locating outside resources, such as
Women, Infant, and Children (WIC) programs, to help decrease client stress.
Lastly, this study found that, while not significant, clients with institution
involvement were more likely to complete therapy than clients without institution
involvement, who were more likely to dropout and continue without completing goals.
Thus, institution involvement may provide maltreating families with an extrinsic
motivator that clients without institution involvement lack. While attending therapy
because of an institution’s requirement for regaining child custody may not be an
intrinsic motivation, clinicians may want to take advantage of the extrinsic motivation
that clients with institution involvement are bringing with them. Clinicians may want to
consider how they can use that kind of motivation to help maltreating families with
institutions involved in their lives successfully complete their goals, improve the
relationships with their children, and regain child custody. For example, clinicians may
want to play an advocacy role and let the clients know that they are on their side and want
to help them regain custody of their children in addition to getting the court and Child
Protective Services “off their back.”
Recommendations for Future Research
Due to limitations in the data collection, the researcher was unable to test the
client factors of family characteristics and family influences as well as the therapist
factors of therapist characteristics, therapist competence, therapeutic alliance, and
congruence between client and therapist perspectives. To gain a more complete picture
of how client factors affect therapy outcome for maltreating families, future researchers
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may want to examine more systemic client factors, such as family characteristics and
family influences.
As indicated in the literature, therapist competence and level of experience have
been shown to be related to therapy dropout (Bischoff & Sprenkle, 1993; Cunningham &
Henggeler, 1999; Dyck, et al., 1984). Future research may want to look at how therapist
level of clinical experience affects therapy outcome for families with institution
involvement and without institutional involvement. Though the quality of the therapeutic
alliance has been shown to contribute to client outcome in therapy for clients receiving
family therapy for child abuse and neglect (Johnson & Ketring, 2006), the researcher was
unable to evaluate the potential impact of the therapeutic alliance on therapy dropout for
maltreating families in this study. Further research is warranted in this area to better
understand how different qualities of the therapeutic alliance may affect maltreating
families’ choices to stay engaged in family treatment. Lastly, congruence between client
and therapist perspectives on the problem and treatment of the problem has been shown
to influence client dropout (Cunningham & Henggeler, 1999). Future researchers may
want to compare client perspectives on seriousness of the problem and goals for therapy
with therapist perspectives on seriousness of the problem and goals for the family.
Conclusion
In conclusion, child abuse and neglect is a serious problem for many families.
Institutions, such as a social service agency or the court system, are often involved in
these families’ lives in order to look out for the well-being of the children who are being
maltreated or are at risk for being maltreated. While this study found that similarities
existed between clients with institution involvement and without institution involvement
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on the majority of client factors, significant differences were found in age and highest
level of education completed. In addition, significant differences were found between
therapy dropouts, continuers, and completers, particularly if there was institution
involvement in the clients’ lives, such that completers indicated a higher yearly income
than dropouts and continuers. Delivery of services to low-income populations, especially
strategies for reducing financial constraints, remains extremely important for clinicians to
consider, so low-income, maltreating families with institutions involved in their lives can
stay engaged in the therapy services intended to improve their family relationships and
end child abuse and neglect.
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The Oklahoma State University Center for Family Services is dedicated to the treatment 
of families and the training of skilled family therapists.  In an effort to offer clients the best 
therapy possible, the Center’s family-oriented approach includes observation by fellow therapists-
in-training, video-taping and diagnostic evaluation, if deemed appropriate. 
 
I, the undersigned, do consent to the observation and video-taping of my therapy 
sessions.  I understand that I may request the tape be turned off or erased at any time either 
during my session(s) or any time thereafter.  I understand that any video-tapes will be used to 
assist the therapist(s) in working with me to improve the quality of therapy that I receive.  I 
understand that I will not be video-taped without my verbal consent, at the time of taping, and 
that all video-tapes of sessions are erased immediately following viewing by my therapist(s).  I 
acknowledge the importance of research in increasing the effectiveness of therapy and in training 
high quality therapists.  I do consent to any research that may be completed through the clinic 
on my case.  I understand that names are never used in research and that the Center for Family 
Services guarantees the confidentiality of my records. 
 
Since OSU is an educational institution, I recognize that any counseling, testing, taping, 
or diagnostic work may be seen by other therapist interns, the clinical supervisor, and may be 
used for training purposes.  No information about me may be given to any person outside the 
Center without my written consent unless mandated by law; including, but not limited to a court 
order and child abuse or neglect.  However, if I am dangerous to myself or others, I am aware 
that mental health professionals have the responsibility to report information to appropriate 
persons with or without my permission. 
 
I agree to notify the Center for Family Services at least 24 hour in advance should I need 
to cancel an appointment.  If not, a fee for services will still be charged.  Payment for services is 
due when services are rendered.  I understand this fee to be $______per session.  When I 
decide to discontinue therapy, I agree to discuss this with the therapist(s) at a regular therapy 
session, not by phone. 
 
I understand that should I attend a therapy session impaired by alcohol or drug use that 
the session will be terminated and another session scheduled for a future time.  This event will 
be treated as a missed session and charged at full fee. 
 
I am aware that Oklahoma State University Center for Family Services is not an 
emergency service, and, that in an emergency situation if I cannot reach my therapist, I have 
been advised to contact local community mental health center or another crisis counseling 
center. 
 
My rights and responsibilities as a client for the Center for Family Services, the 
procedures, and treatment modalities used have been explained to me and I understand and 
agree to them.   
 
(Name)     (Name) 
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YOUR RIGHTS AS A CLIENT OF THE 
OSU CENTER FOR F AMILY SERVICES 
 
TO LEAVE the premises at any time.  You are not to be detained against your wishes unless you are a 
danger to yourself or others. 
 
TO BE ADVISED in writing of all the services offered by CFS. 
 
TO REFUSE any service which you do not want and to discontinue any services you have already started.  
However, if you choose to discontinue treatment against professional advice, a notation to that effect will be 
placed in your records.  In the event of court-ordered clients, the terms of the court may supersede this 
right. 
TO CONFIDENTIALITY of records.  Information in your records may not be given to any other person 
without your written consent or if mandated by law, including but not limited to a court order.   However, if 
you are dangerous to yourself or others, mental health professionals have the responsibility to report 
information to appropriate persons with or without your permission.  Another exception to confidentiality is 
in the case of child abuse, where Oklahoma law requires professionals to report such instances to the 
Oklahoma Department of Human Services. 
 
Under no other circumstances may the therapist communicate information about you outside the CFS. 
 
However, mental health professionals do have the right, when they deem necessary, to consult with other 
members of the supervisory and clinical team regarding treatment. 
 
If you request that your records be sent to another professional or agency, your wishes will be fulfilled with 
promptness upon receipt of your written request for information and provided there is no outstanding 
balance on your CFS account. 
 
The scope of the clinical services offered by the Center for Family Services is limited to: 
 
• Premarital counseling 
 
• Martial therapy, including problems of communication, marital discord, domestic violence and 
sexual adjustment. 
 
• Family therapy, including discipline problems with children, school adjustment problems, 
adolescent rebellion, problems precipitated by loss of family members through death, 
desertion, occupational service, imprisonment, problems precipitated by the addition of family 
members through birth, adoption, foster care, or new living arrangements. 
 
• Divorce counseling, including mourning the loss of the former marriage, acceptance of a new 
lifestyle and identity. 
 
• Single parent counseling including any of the issues listed above plus the stresses of parenting 
as a single person. 
 
• Remarriage counseling, including any of the issues listed above plus the complexities of 
combining two family groups. 
 




• CFS offers marriage and family therapy from a systems perspective of the family that 
integrates research based models of therapy including emotionally focused, strategic, solution-
focused, and structural therapy into a brief therapeutic approach. 
 
Services of the Center for Family Services do not include: 
 
• Personality, ability, or vocational interest testing or evaluations. 
 
• Custody evaluations 
 
• Prescription of medications or treatment of problems for which medication or hospitalization 
may be the treatment of choice, such as major depression, suicidal intention, hallucinations, 
delusions, etc. 
 
At least one parent must consent to the therapy of any minor children. 
 
I have read, understand and accept the above statements concerning my rights as a clients of CFS and the 
scope of clinical services available. 
 
(Client)            (Client) 
 
(Client)                         (Client) 
 

















Issues of Concern: Minimal Significant
C1. 1 2 3 4 5
Homework from Prior Session:
Post-session: LvOb ___ RECORDED ___ TEAM ___
Clients Present:
Homework: Completed Not Completed
Break Question/Activity:




Progress Toward Session Goals Minimal Significant Met(Y/N)
SG1. 1 2 3 4 5 N
Homework Given:
Progress Toward Therapy Goals: Minimal Significant Met(Y/N)
TG1. 1 2 3 4 5 N
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APPENDIX G
Diagnosis and Treatment Plan
111
Case #_
DIAGNOSIS AND TREATMENT PLAN
Date of First Session: Diagnosis for Session:
Family’s Definition of the Problem
Diagnosis: Family Member Diagnosed:
Axis I: Clinical Disorders or Other Conditions That May Be a Focus of Clinical Attention
Axis II: Personality Disorders or Mental Retardation
Axis III: General Medical Conditions
None reported
Axis IV: Psychosocial and Environmental Problems
[ ] Problems with primary support group: ______________________________________
[ ] Problems related to the social environment: __________________________
[ ] Educational problems: ___________________________________________________
[ ] Occupational problems: ___________________________________________________________
[ ] Economic problems: _______________________________
[ ] Housing problems: ______________________________________________________________
[ ] Problems with access to health care services: __________________________________________
[ ] Problems related to interaction with the legal system/crime: ________________________________
[ ] Other psychosocial and environmental problems: ________________________________________
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Date of Intake:________ Date of First Session:________
Date of Last Session:________
Number of Sessions:_______ Official Termination Date:____
Therapist(s):_________________________






_____ Completion of Therapy
_____ Client Request
_____ No Shows/Cancellations (letter sent by therapist)
_____ Other, Please explain:
Were the clients referred to another agency/professional?






Give a brief description of the presenting problem at the beginning of therapy and a
description of the problem upon closure of therapy on the back of this report.
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